
Instructions for Onboarding Paperwork 

In order to comply with Federal and State Government requirements, a complete file on all employees is required. 

The following is a list of the documents StaffScapes requires all newly hired employees to complete. All required 
information must be supplied on each form. Incomplete documents will be returned, and payroll may be delayed for 
that employee.  

1. Onboarding Information (required): This page supplies StaffScapes with essential information regarding new 
employees. Please ensure it is completed by the employee and the manager section at the bottom is 
entirely filled out.

2. Employee Acknowledgement (required): This page requires the employee to list their employer in the space 
toward the top of the page, then signed and dated at the bottom.

3. Form W-4 (required): This form is required by the IRS so we can properly deduct taxes from an employee’s 
paycheck. The only boxes that are required are steps 1 and 5. All others are optional.

4. New Hire Survey: This page is optional for employees to complete, but it is appreciated if they do.
5. Direct Deposit Authorization: If an employee wishes to have their payments directly deposited into their bank 

accounts, they will be required to complete this document. Paystubs will then be emailed to them. If this is 
not completed, the employee will receive a live check. *NOTE: The first payroll after completing a Direct 
Deposit Authorization form will result in a live check due to the prenote process.

6. Pregnancy Accommodation Act Notification: This document does not need to be signed and serves only as a 
notification to the new employee to fulfill state guidelines.

Severe penalties can be imposed by the Federal Government for failure to have these documents completed. If we have 
not received the completed forms, hours for the employee(s) will not be accepted and the employee(s) will not receive 
a paycheck from StaffScapes.  



Onboarding Information 

Client Name:  Supervisor: 

Job Title:  Department: 

Wage: Hourly Salary 

Start Date: Part-Time Full-Time Seasonal 

 
 

First Name:   MI:  Last Name: 

Address: 

City:   State:   Zip: 

Phone Number:   Personal Email: 

Social Security #:  Date of Birth: 

Driver License #:  State:  Zip:  

Emergency Contact Name:  Phone Number: 

Position Applied For:  

An Equal Opportunity Employer 

We adhere to a policy of making employment decisions without regard to race, color, age, sex, religion, national 
origin, genetics, sexual orientation, disability status, veteran status, or marital status. We assure you that your 
opportunity for employment depends solely upon your qualifications.  

All full-time employees are eligible to enroll in the Benefits Program. Please see your supervisor for any 
applicable probationary period and detailed information.  

Manager Section 

Employee Information 
**Note: Employees must complete all sections of this form** 



Employee Acknowledgement 
I acknowledge by my signature below that I have been informed that I will be a co-employee of StaffScapes (PEO), a Professional 
Employer Organization, assigned to perform services to:            (Client Name). I understand and 
agree that, if hired, my employment is for no definite period and is considered a relationship “at-will’ and does not constitute a 
permanent contract of employment. Either PEO, Client, or employee can terminate the employment relationship at any time. I 
further understand and agree that if the PEO does not receive payment for services performed by me as a co-employee, from the 
Client to whom I am assigned, the PEO will pay me the applicable minimum wage for the actual hours worked (or the legally required 
minimum salary or overtime pay). Any and all other wages (including but not limited to accrued sick or vacation pay, severance 
agreement, and PTO) are the sole responsibility of the Client.  

I have been informed and agree that if my employment with Client ends for any reason, I must report to PEO at 303-466-7864 or 800-
551-7607 within seventy-two (72) hours for possible re-assignment, and my failure to do so will be considered as a voluntary 
resignation of my employment with the PEO, regardless of the reason for termination.  

I certify that all the information on this application, my resume, or any supporting documents are correct, and I understand that any 
misrepresentation, falsification, or omission of any information will be grounds for disciplinary action, up to and including termination 
of my employment. I authorize the investigation of all statements contained in this application and hereby authorize PEO to request 
and receive appropriate report(s) which may include information regarding my character, general reputation, personal 
characteristics, and job verification. I authorize any former employer, medical provider, or institution to release information and 
documentation of my former employment, education, medical, or other history which PEO or PEO’s Workers’ Compensation carrier 
deems relevant to my employment. I hereby release all such providers and recipients of information from any liability in connection 
with the above.  

In addition, I also agree that if any time during this application for employment process, as well as during my employment, I am 
involved in any employment dispute, or am subjected to any type of discrimination, including discrimination because of race, sex, 
age, religion, color, national origin, disability, genetics, sexual orientation, disability, marital or veteran status, or if I am subjected to 
any type of harassment including sexual harassment, I will immediately contact PEO’s Human Resources Department at 303-466-
7864 or 800-551-7607 to obtain assistance in the resolution of such matters.  

DRUG-FREE WORKPLACE POLICY NOTICE: 
It is the policy of PEO that all employees are prohibited from the unlawful manufacture, distribution, dispensation, possession, or use 
of a controlled substance (including alcohol) in the workplace, and remote job sites. Drug and alcohol testing may occur after every 
job-related accident; benefits will be denied or reduced based on a positive test result. Testing shall also occur if there is reasonable 
suspicion. Any employee violating this policy will be subject to immediate discharge. Clients and employees who do not understand 
this policy should contact PEO’s Human Resource Department for clarification.  

The following six drugs will be tested for under our company policy:  

1. Alcohol     4. Marijuana/Cannabis 
2. Cocaine      5. Narcotics, e.g. heroin 
3. Depressants, e.g. barbiturates   6. Stimulants, e.g. amphetamines 

I acknowledge that I have thoroughly read and understand the drug-free workplace policy. I understand that as a condition of my 
employment I must voluntarily submit to pre-employment drug testing and agree to follow, without reservation, the drug-free 
workplace policy.  

Further, I certify that I have been fully advised that if I am injured on the job, regardless of how minor the injury may seem, I am to 
report the injury immediately to my supervisor or PEO’s Workers’ Compensation Department. I understand that any false or 
misleading answers to these questions can be sufficient reason for denial of benefits under the prevailing state Workers 
Compensation Act, and basis for termination of employment. I also understand that my answers will be researched to verified by 
investigation.  

Employee Signature:         Date:      











Employee Surveys 

All candidates are considered for positions regardless of race, color, religion, sex, national origin, age, 
sexual orientation, veteran status, marital status, or any other protected class.  

The following information is to be completed on a STRICTLY VOLUNTARY basis. Failure to provide the 
information will not result in adverse personnel decisions or action. Your cooperation is appreciated. 

Name:  

Have you ever had a claim for a Workers’ Compensation injury? Yes No 

If yes, date and description of the injury:  

Company you were employed with when you were injured:   

Is the claim still currently open?  Yes No 

Do you require any special accommodations to perform your job or duties? Yes No 

If yes, please detail any accommodations:  

*Federal law prohibits discrimination based upon the filing of a workers’ compensation claim.

Please check one of the following Equal Employment Opportunity Identification Groups: 

White  Black/African American 

Native Hawaiian or Pacific Islander Asian 

Native American/Alaskan Native Two or more races 

Hispanic/Latino  Prefer not to identify 

Gender: 

Female Male 

Affirmative Action Survey 

New Hire Survey 



Direct Deposit Authorization Form 

Employee Name:  Last 4 of SSN: XXX-XX-     

Personal Email Address: 

PLEASE NOTE THE FOLLOWING: 
1. Once this form is submitted, there is a qualifying pre-notification period to verify your account number(s) on any new or additional

accounts you listed. The pre-notification period can take up to ten (10) days after the first payroll. During this time, you will
receive a live check. 

2. Funds electronically deposited may not be available to the employee on the same day as the payroll, depending on the receiving 
bank’s procedures. Employees are responsible for verifying that funds are available prior to writing checks, debiting accounts, or 
authorizing automatic payments. 

3. If an email address is provided, paystubs will be emailed directly to the employee. No paper copies will be printed.

Please refer to the sample check below to assist in identifying your bank’s routing and account numbers. The check number is not 
needed. If you need to list more than three accounts, please fill out a secondary direct deposit form.  

*A voided check or printout from bank listing account/routing numbers must be attached for each account listed*

Account #1:  Type (check one):       Checking       Savings       Other     Deposit (check one):       100%       %        $ 

Bank Name:  Bank Phone #: 

Routing #:  Account #: 

Account #2:  Type (check one):       Checking       Savings       Other     Deposit (check one):       100%       %        $ 

Bank Name:  Bank Phone #: 

Routing #:  Account #: 

Account #3:  Type (check one):       Checking       Savings       Other      Deposit (check one):       100%       %        $ 

Bank Name:  Bank Phone #: 

Routing #:  Account #: 

I hereby authorize StaffScapes, Inc. to make electronic deposits to my account(s) as indicated above. I also authorize StaffScapes to 
make any necessary debit entries and adjustments for any deposits that ere made in error to my account(s). I understand that in the 
event my financial institution is not able to deposit any electronic transfer into my account(s) due to any action I take, StaffScapes 
can refrain from issuing the funds to me until the funds are returned to StaffScapes by my financial institution. I understand that this 
authorization will cause any previously authorized direct deposits to financial institutions to be discontinued.  

Employee Signature: Date: 



Employment Eligibility Verification 

Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

Form I-9 
0MB No. 1615-0047

Expires 10/31/2022 

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an 
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the 
documentation presented has a future expiration date may also constitute illegal discrimination. 

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later 

than the first day of employment, but not before accepting a job offer.) 

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town Stale ZIP Code 

Date of Birth (mmldd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number 

[IJJ-DJ-1 I I I I 
I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form. 

I attest, under penalty of perjury, that I am (check one of the following boxes): 

0 1. A citizen of the United Stales 

0 2. A noncitizen national of the United States (See instructions) 

0 3. A lawful permanent resident (Alien Registration Number/USCIS Number): 

0 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy): 
Some aliens may write "N/A" in the expiration dale field. (See instructions) 

Aliens authorized to work must provide only one of the following document numbers to complete Form l-9: 
QR Code - Section 1 

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number. 
Do Not Write In This Space 

1. Alien Registration Number/USCIS Number:
OR 

2. Form 1-94 Admission Number: 
OR 

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee Today's Date (mmlddlyyyy)

Preparer and/or Translator Certification (check one): 
D I did not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1. 
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.) 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator I Today's Date (mmlddlywy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code 

Employer CompleteS Next Page 

Form I-9 10/21/2019 Page 1 of3 



Employment Eligibility Verification 

Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

Form 1-9 
0MB No. 1615-0047 

Expires 10/31/2022 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or, their autborlz-ed representawe rnusl complete and sign Section 2 within 3 /,usiness days of the employee's ffrst day of employment. You 
must physicci//y examine one document from List A OR a eambinetion of'one document from List B and one document from Ust C as listed on the "Lists 
of AceeptablfJ Docume11.ts.1'} 

I 
Last Name (Family Name) 

Employee Info from Section 1 I First Name (Given Name) 

I
M.I. 

I
Citizenship/Immigration Status 

L�tA OR List B AND List C
Employment Authorization Identity and Employment Authorization Identity 

Document Title Document Title Document Title 

Issuing Authority Issuing Authority Issuing Authority 

Document Number Document Number Document Number 

Expiration Date (if any) (mmldd/yyyy) Expiration Date (if any) (mmlddlyyyy) Expiration Date (if any) (mmlddlyyyy) 

Document Title 

Issuing Authority Additional Information 
QR Code - Sections 2 & 3 

Do Not Write In This Space 

Document Number 

Expiration Date (if any) (mmlddlyyyy) 

Document Title 

Issuing Authority 

Document Number 

Expiration Date (if any) (mmlddlyyyy) 

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mmldd/yyyy): _______ (See instructions for exemptions)

Signature of Employer or Authorized Representative 

I
Today's Date (mmlddlyyyy) 

I
Title of Employer or Authorized Representative 

Last Name of Employer or Authorized Representative 

I
First Name of Employer or Authorized Representative 

I
Employer's Business or Organization Name 

Employer's Business or Organization Address (Street Number and Name) 

I
City or Town 

!
State 

I
ZIP Code 

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.) 

A. New Name (if applicable) B. Date of Rehire (if applicable)

Last Name (Family Name) 

I
First Name (Given Name) 

I
Middle Initial Date (mmldd/yyyy) 

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.
Document Title 

I
Document Number 

I
Expiration Date (if any) (mmlddlyyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 

Signature of Employer or Authorized Representative Today's Date (mmlddlyyyy) Name of Employer or Authorized Representative 

Form I-9 10/21/2019 Page 2 of3 



1. 

2. 

3. 

4. 

5. 

6. 

LISTS OF ACCEPTABLE DOCUMENTS 

All documents must be UNEXPIRED 

Employees may present one selection from List A 

or a combination of one selection from List B and one selection from List C. 

LISTA LISTB LISTC 

Documents that Establish Documents that Establish Documents that Establish 

Both Identity and Identity Employment Authorization 

Employment Authorization OR AND 

U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number

Permanent Resident Card or Alien 
State or outlying possession of the card, unless the card includes one of

Registration Receipt Card (Form 1-551) 
United States provided it contains a the following restrictions: 
photograph or information such as (1) NOT VALID FOR EMPLOYMENT

Foreign passport that contains a 
name, date of birth, gender, height, eye

(2) VALID FOR WORK ONLY WITHcolor, and address
temporary 1-551 stamp or temporary INS AUTHORIZATION
1-551 printed notation on a machine- 2. ID card issued by federal, state or local

(3) VALID FOR WORK ONLY WITH
readable immigrant visa government agencies or entities, OHS AUTHORIZATION

Employment Authorization Document 
provided it contains a photograph or 
information such as name, date of birth, 2. Certification of report of birth issued

that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
1-766) DS-1350, FS-545, FS-240)

3. School ID card with a photograph
For a nonimmigrant alien authorized 3. Original or certified copy of birth

to work for a specific employer 4. Voter's registration card certificate issued by a State,

because of his or her status: county, municipal authority, or
5. U.S. Military card or draft record territory of the United States

a. Foreign passport; and
6. Military dependent's ID card

bearing an official seal
b. Form 1-94 or Form l-94A that has

the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document

(1) The same name as the passport; Card 
5. U.S. Citizen ID Card (Form 1-197)

and
8. Native American tribal document

(2) An endorsement of the alien's 6. Identification Card for Use of

nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citizen in the United

that period of endorsement has government authority States (Form 1-179)

not yet expired and the
7. Employment authorizationproposed employment is not in For persons under age 18 who are 

conflict with any restrictions or unable to present a document document issued by the

limitations identified on the form. listed above: 
Department of Homeland Security

Passport from the Federated States 
10. School record or report card

of Micronesia (FSM) or the Republic 
of the Marshall Islands (RMI} with 11. Clinic, doctor, or hospital record
Form 1-94 or Form l-94A indicating 
nonimmigrant admission under the 12. Day-care or nursery school record

Compact of Free Association Between 
the United States and the FSM or RMI 

Examples of many of these documents appear in the Handbook for Employers (M-274). 

Refer to the instructions for more information about acceptable receipts. 
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NOTICE FOR EMPLOYERS TO USE  

IN ORDER TO BE IN COMPLIANCE WITH HB 16-1438 
(PREGNANCY ACCOMMODATIONS): 

 
PREGNANT WORKERS FAIRNESS ACT 

C.R.S. § 24-34-402.3 
 

The Pregnant Workers Fairness Act makes it a discriminatory or unfair employment 
practice if an employer fails to provide reasonable accommodations to an applicant or 
employee who is pregnant, physically recovering from childbirth, or a related 
condition. 
 
Requirements: 
 
Under the Act, if an applicant or employee who is pregnant or has a condition related 
to pregnancy or childbirth requests an accommodation, an employer must engage in 
the interactive process with the applicant or employee and provide a reasonable 
accommodation to perform the essential functions of the applicant or employee’s job 
unless the accommodation would impose an undue hardship on the employer’s 
business.    
 
The Act identifies reasonable accommodations as including, but not limited to:  

• provision of more frequent or longer break periods;  
• more frequent restroom, food, and water breaks;  
• acquisition or modification of equipment or seating;  
• limitations on lifting;  
• temporary transfer to a less strenuous or hazardous position if available, with 

return to the current position after pregnancy;  
• job restructuring;  
• light duty, if available;  
• assistance with manual labor; or modified work schedule. 

The Act prohibits requiring an applicant or employee to accept an accommodation 
that the applicant or employee has not requested or an accommodation that is 
unnecessary for the applicant or the employee to perform the essential functions of 
the job.  

  



 

 

Scope of accommodations required: 
 
An accommodation may not be deemed reasonable if the employer has to hire new 
employees that the employer would not have otherwise hired, discharge an employee, 
transfer another employee with more seniority, promote another employee who is not  
qualified to perform the new job, create a new position for the employee, or provide 
the employee paid leave beyond what is provided to similarly situated employees.  
 
Under the Act, a reasonable accommodation must not pose an “undue hardship” on 
the employer.  Undue hardship refers to an action requiring significant difficulty or  
expense to the employer.  The following factors are considered in determining 
whether there is undue hardship to the employer:  
 

• the nature and cost of accommodation; 
• the overall financial resources of the employer; 
• the overall size of the employer’s business; 
• the accommodation’s effect on expenses and resources or its effect upon the 

operations of the employer; 

If the employer has provided a similar accommodation to other classes of employees, 
the Act provides that there is a rebuttable presumption that the accommodation does 
not impose an undue hardship. 

Adverse action prohibited: 

The Act prohibits an employer from taking adverse action against an employee who 
requests or uses a reasonable accommodation and from denying employment 
opportunities to an applicant or employee based on the need to make a reasonable 
accommodation.  

Notice: 

This written notice must be posted in a conspicuous area of the workplace.  
Employers must also provide written notice to new employees at the start of 
employment and to current employees within 120 days of the Act’s August 10, 2016 
effective date. 
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